Cryptosporidiosis Outbreaks Associated with Recreational Water Use -Five States, 2006
Cryptosporidiosis is a gastrointestinal illness caused by parasitic protozoa of the genus Cryptosporidium and can produce watery diarrhea lasting 1-3 weeks (1); one or two cases per 100,000 population are reported annually in the United States (2, 3) . Fecal-oral transmission of Cryptosporidium oocysts occurs through ingestion of contaminated drinking or recreational water, consumption of contaminated food, and contact with infected persons or animals (e.g., cattle or sheep). Unlike bacterial pathogens, Cryptosporidium oocysts are resistant to chlorine disinfection and can survive for days in treated recreational water venues (e.g., public and residential swimming pools and community and commercial water parks*) despite adherence to recommended residual chlorine levels (1-3 ppm) (4) . (2) . The popularity of recreational water venues, the number and geographic distribution of recent cryptosporidiosis outbreaks, and the resistance of Cryptosporidium to chlorination suggest that treatment strategies for recreational water facilities need to be improved.
Colorado. On August 23, 2006, a mother notified the Tri-County Health Department that some persons had experienced gastroenteritis after attending her daughter's birthday party at a Douglas County community water park. A cohort study was conducted among all 21 party attendees, who were surveyed using an Internet-based questionnaire. Twelve persons (57%) reported diarrhea, vomiting, or abdominal cramps. All seven of the stool samples collected contained Cryptosporidium, and all four of the samples tested further contained the same genotype of Cryptosporidium hominis. Twelve (71%) of the 17 persons with water exposure at the water park reported illness, compared with none of the nine persons who were not exposed to water (p=0.02, Fisher's exact test). A water sample collected from the water park 18 days after the party did not detect Cryptosporidium. The implicated water park pool and three other pools in the county where one of the ill persons swam were hyperchlorinated. Overall, during AugustOctober 2006 in Douglas County, 11 cases of laboratoryconfirmed cryptosporidiosis were reported (i.e., among seven of the 12 party attendees who reported illness, two of their household contacts, and two unrelated cases), compared with a median of one case (range: zero to three) reported annually during [2001] [2002] [2003] [2004] [2005] ; no other outbreaks were reported or detected during this period.
Illinois. On August 10, 2006, a mother notified the Tazewell County Health Department that her two sons had received a diagnosis of cryptosporidiosis. The brothers had attended a private day-camp facility with a swimming pool and also participated in a day-camp outing to a community water park. A cohort study was conducted among daycamp attendees, staff members, and volunteers; 105 (64%) of 165 persons were interviewed by telephone. Fifty-six (53%) of those interviewed reported diarrhea or vomiting. Seven of eight stool samples collected contained Cryptosporidium; all four of the samples tested further contained the same genotype of C. hominis. Fifty-six (89%) of the 63 persons who entered the day-camp swimming pool reported illness, compared with none of the 39 persons who did not enter the pool (p<0.01, Mantel-Haenszel chisquare). Forty-one (85%) of the 48 persons with water exposure at the water park reported illness, compared with 15 (28%) of the 54 persons who were not exposed to water (relative risk: 3.1; 95% confidence interval [CI] = 2.0-4.8).
Testing of water samples determined that the day-camp pool was negative for Cryptosporidium, and the water park was positive for Cryptosporidium parvum but negative for C. hominis. The implicated day-camp pool was closed, and the water park was hyperchlorinated. During July-August 2006 in Tazewell County, seven cases of laboratory-confirmed cryptosporidiosis were reported, all from the day camp, compared with a median of four cases (range: one to 203) reported annually during [2001] [2002] [2003] [2004] [2005] ; one large outbreak associated with a different community water park occurred in 2001.
Louisiana. During July-August 2006, a total of 35 cases of laboratory-confirmed cryptosporidiosis were reported to the Louisiana Office of Public Health from East Baton Rouge and Ascension parishes, compared with a median of one case (range: one to 42) reported annually during [2001] [2002] [2003] [2004] [2005] ; one large outbreak associated with a water spray park occurred in 2005. Cryptosporidium isolates from the 35 patients were not subject to genotyping or species determination. A case-control study was conducted, and 29 (83%) of the 35 case-patients were interviewed by telephone. Twenty-nine controls were selected randomly from the Louisiana Immunization Registry database and matched to the case-patients by age and location. The 29 interviewed case-patients reported diarrhea (100%), abdominal cramps (62%), and vomiting (45%). Recreational water use at one commercial water park was the only exposure significantly associated with cryptosporidiosis (matched odds ratio [mOR]: 15.0; CI = 2.0-113.6). No water park samples were collected for testing because the water park had already closed for the season.
South Carolina. During 2006, a total of 123 cases of laboratory-confirmed cryptosporidiosis were reported to the South Carolina Department of Health and Environmental Control, compared with a median of 19 cases (range: seven to 29) reported annually during [2001] [2002] [2003] [2004] [2005] . In the Charleston region (i.e., Berkeley, Charleston, and Dorchester counties), 88 laboratory-confirmed cases were reported, compared with a median of seven cases (range: one to seven) reported annually during [2001] [2002] [2003] [2004] [2005] ; no other outbreaks were reported or detected during this period. Cryptosporidium isolates for the 88 patients were not subject to genotyping or species determination. Eightyone (95%) of 85 patients reported in the Charleston region during June-November 2006 were interviewed by telephone. Although no controls were interviewed, multiple water parks, swimming pools, and day care centers were identified as common sources of exposure. As a result, health department staff members visited eight of the identified recreational water venues and 13 of the identified day care centers to examine policies and implement control measures (e.g., hyperchlorinate recreational water). A water sample collected from one water park tested negative for Cryptosporidium.
Wyoming. During June-October 2006, 34 cases of laboratory-confirmed cryptosporidiosis were reported to the Wyoming Department of Health from Campbell and Crook counties, compared with a median of two cases (range: zero to three) reported annually during [2001] [2002] [2003] [2004] [2005] ; no other outbreaks were reported or detected during this period. Cryptosporidium isolates from these 34 patients were not subject to genotyping or species determination. A casecontrol study was conducted with 29 patients; 26 (90%) of the 29 were interviewed by telephone. Forty-one unmatched controls were enrolled from among persons who were not ill and were seeking routine preventive care at a local public health nursing office. The 26 interviewed casepatients reported diarrhea (92%), vomiting (56%), and abdominal cramps (54%). Recreational water use at any public swimming pool (odds ratio [OR]: 6.8; CI = 1.4-33.6) and at one local reservoir (OR: 5.2; CI = 1.4-19.7) were the only exposures significantly associated with cryptosporidiosis. A water sample collected from one public pool tested negative for Cryptosporidium. The largest public swimming pool in the two-county region was hyperchlorinated.
Reducing the risk for future outbreaks will require changes in pool-water disinfection practices. Supplementary disinfection known to inactivate Cryptosporidium, such as in-line ultraviolet radiation or ozone systems, can add an additional level of protection for swimmers by decreasing the duration of oocyst transmission (4,7). Because both technologies depend on water recirculation rates, oocysts remain viable until all pool water has been treated, which can require up to 24 hours. The swimming pool implicated in the Colorado outbreak was the only recreational water venue in the outbreaks described in this report that used ultraviolet radiation to treat recirculated water; however, determining whether the presence of supplemental disinfection resulted in fewer cases than would have occurred otherwise is not possible. Further risk reduction might be achieved through use of increased circulation flow rates, flocculants, remedial biocidal shock treatments (e.g., routine hyperchlorination: 20 ppm for 8 hours or equivalent), and occupancy-dependent water replacement.
Public education should reinforce the message that swimming pool patrons share responsibility for controlling the spread of Cryptosporidium in recreational water venues and encourage the public to be proactive regarding prevention of illness. Messages should stress refraining from swimming while ill with diarrhea, not swallowing pool water, practicing good hygiene, and reporting fecal contamination to pool operators so that appropriate disinfection can be administered (8) . Additionally, during recognized outbreaks of cryptosporidiosis, increased public and media communication should be initiated to decrease the possibility of communitywide transmission (Box), and swimmers should refrain from swimming for 2 weeks after diarrhea has resolved because of continued shedding of the parasite (9) .
A multifaceted approach for prevention of cryptosporidiosis in treated water venues must address operational, technological, and behavioral factors related to recreational water use. A national program to develop a model aquatic health code and risk-reduction plan has been initiated by CDC and partners in the public health and aquatic sectors. Additional information is available at http:// www.cdc.gov/healthyswimming. Each year in the United States, an estimated 38 million children and adolescents participate in organized sports (1) , and approximately 170 million adults participate in some type of physical activity not related to work (2) . The health benefits of these activities are tempered by the risk for injury, including traumatic brain injury (TBI). CDC estimates that 1.1 million persons with TBIs are treated and released from U.S. hospital emergency departments (EDs) each year, and an additional 235,000 are hospitalized for these injuries (3) . TBIs can result in long-term, negative health effects (e.g., memory loss and behavioral changes) (3). To characterize sports-and recreation-related (SR-related) TBIs among patients treated in U.S. hospital EDs, CDC analyzed data from the National Electronic Injury Surveillance System-All Injury Program (NEISS-AIP) for the period 2001-2005. This report summarizes the results of that analysis, which indicated that an estimated 207,830 patients with nonfatal SR-related TBIs were treated in EDs each year during this period. The highest rates of SRrelated TBI ED visits for both males and females occurred among those aged 10-14 years. Increased awareness of TBI risks, prevention strategies, and the importance of timely identification and management is essential for reducing the incidence, severity, and long-term negative health effects of this type of injury.
NEISS-AIP is operated by the U.S. Consumer Product Safety Commission (CPSC) and contains data on initial visits for all types and causes of injuries in patients treated in U.S. EDs. NEISS-AIP data are drawn from a nationally representative subsample of 66 of 100 NEISS hospitals that are selected as a stratified probability sample of those hospitals in the United States and its territories with a minimum of six beds and a 24-hour ED. NEISS-AIP provides data on approximately 500,000 injury-related and consumer-productrelated ED cases each year.
For this analysis, SR-related injuries included those that occurred during organized and unorganized SR-related activities, regardless of whether they were work-related. Each case was initially classified into one of 39 mutually exclusive SR-related groups on the basis of an algorithm that considered both the consumer products involved (e.g., bicycles, swing sets, or in-line skating equipment) and the narrative description of the incident obtained from the medical record. These categories were combined for the analysis as necessary to produce stable estimates. SRrelated cases were excluded if 1) the principal diagnosis was an illness, pain only, psychological harm only, contact dermatitis associated with consumer products or plants, or unknown; 2) the ED visit resulted from the adverse effects of therapeutic drugs or surgical care; or 3) the injury was violence-related, including intentional self-harm, assault, or legal intervention. Because not all deaths are counted by NEISS-AIP, persons who were dead on arrival or who died in the ED also were excluded. SR-related injury cases were then classified as TBI cases if the primary body part injured was the head and the principal diagnosis was within the categories of concussion or internal organ injury.
Each case was assigned a sample weight on the basis of the inverse probability of selection; these weights were added to provide national estimates of SR-related injuries. Estimates were based on weighted data for 347,597 ED visits for SR-related injuries (of which 21,876 were for TBI) during 2001-2005. Confidence intervals were calculated using a direct variance estimation procedure that accounted for the sample weights and complex sample design (4 Figure) . Activities associated with the greatest number of TBI-related ED visits included bicycling, football, playground activities, basketball, and riding all-terrain vehicles (ATVs). Activities for which TBI accounted for greater than 7.5% of ED visits for that activity included horseback riding (11.7%), ice skating (10.4%), riding ATVs (8.4%), tobogganing/sledding (8.3%), and bicycling (7.7%). Each year, an estimated 21,311 SRrelated TBI ED visits occurred that involved patients who were either subsequently hospitalized or transferred to another facility for additional care ( Table 2 ). Approximately 10.3% of patients with SR-related TBIs were hospitalized or transferred, compared with 3.1% of patients with SRrelated injuries overall. Activities associated with the greatest proportion of TBI-related ED visits requiring either hospitalization or transfer included riding ATVs (30.2%), riding mopeds/minibikes/dirt bikes (21.9%), bicycling (15.6%), golfing (13.6%), and riding scooters (10.5%). (6) . A previous national estimate of 300,000 SR-related TBIs included only those TBIs involving loss of consciousness (7) . However, two studies have reported that only 8%-19% of SR-related TBIs involve loss of consciousness (8,9). An extrapolation based on these parameters suggests that 1.6-3.8 million SR-related TBIs occur each year, including those not treated by a health-care provider (3). Based on this estimate and the results of the analysis described in this report, an estimated 5.5%-13.0% of SR-related TBIs might result in hospital ED visits each year. Data on ED visits provide the most available national estimates for tracking this public health problem; however, the actual burden is underrepresented by use of these data. ¶ Percentage of all hospitalizations attributed to TBI = (number of TBI hospitalizations for activity/number of all hospitalizations for activity) x 100. * * Percentage of TBIs resulting in hospitalization = (number of TBI hospitalizations for activity/number of TBI-related emergency department visits for activity) x 100. † † Includes other two-wheeled, powered off-road vehicles and dune buggies. § § Includes injuries related to golf carts. ¶ ¶ Includes ice, in-line, and roller skating. *** Includes trampoline, toboggan/sled, go-cart, gymnastics, bowling, hockey, racquet sports, volleyball, miscellaneous ball games, track/field, combative, exercise, amusement attractions, water skiing, surfing, personal watercraft, snow skiing, snowmobile, snowboarding, camping, fishing, archery, darts, table tennis, nonpowder/BB guns, and billiards. do not enable coding of the specific SR-related activity involved at the time of injury. The findings in this report indicate that persons aged 5-18 years account for an estimated 60% of ED visits for SR-related injuries and 65% of ED visits for SR-related TBIs. Persons in this age group are at increased risk for concussion during SR-related activities and for long-term sequelae, delayed recovery, and cumulative consequences of multiple TBIs (e.g., increased severity of future TBIs and increased risk for depression and dementia) (3, 10) . Therefore, prevention measures should be targeted to this age group.
To improve diagnosis and management of mild TBIs, including concussions, CDC has developed a tool kit for physicians entitled "Heads Up: Brain Injury in your Practice." In addition, CDC recently released a new tool kit, "Heads Up: Concussion in Youth Sports," to accompany an existing tool kit, "Heads Up: Concussion in High School Sports." This new tool kit was developed to help youth sports coaches and administrators, parents, and athletes better understand how to prevent, recognize, and respond to concussion among young athletes. The tool kit contains 1) fact sheets for coaches, parents, and athletes; 2) a clipboard, magnet, and poster containing facts on concussion; and 3) a quiz for coaches, athletes, and parents to test their knowledge about concussion.
Key components of TBI prevention in SR-related activities include 1) using protective equipment appropriate for the sport or activity (e.g., a helmet) that fits properly and is worn correctly and consistently, 2) following all appropriate safety policies, and 3) following the rules of the sport. In addition, all players, parents, and coaches should be aware of the signs and symptoms of TBIs, including concussion, and take appropriate action when such an injury is suspected. Additional information about the "Heads Up: Concussion in Youth Sports" tool kit (including information about ordering the kit free of charge) is available at http:// www.cdc.gov/concussioninyouthsports.
The findings in this report are subject to at least six limitations. First, injury rates for specific SR-related activities could not be calculated because of the lack of national data regarding the number of persons participating in SRrelated activities. Therefore, these estimates cannot be used to calculate the risks for TBI associated with any particular sport or activity. Second, NEISS-AIP includes only injuries resulting in visits to hospital EDs; many persons with TBIs do not seek care in EDs. Third, because NEISS-AIP includes only the principal diagnosis and primary body part noted during the initial injury visit, some cases for which TBI was a secondary diagnosis might have been missed. Fourth, NEISS-AIP narrative descriptions do not provide detailed information about injury circumstances (e.g., whether the activity was organized, whether the injury occurred during training or competition, or whether protective equipment was used). Fifth, trends by year could not be calculated because small numbers would have resulted in unstable estimates. Finally, NEISS-AIP is designed to provide national estimates but not state or local estimates.
These estimates highlight the need to improve the recognition, management, and prevention of SR-related TBIs and to better track the actual extent of this health problem. Additional information and resources on TBI, including all tool kits, are available at http://www.cdc.gov/ncipc/ tbi/tbi.htm.
Types of Alcoholic Beverages Usually Consumed by Students in 9th-12th GradesFour States, 2005
Excessive alcohol consumption contributes to approximately 4,500 deaths* among underage youths in the United States each year (e.g., from homicides, motor-vehicle crashes, and suicides) and an average of 60 years of life lost per death (1). However, little is known about the specific types of alcoholic beverages consumed by youths. † These data are important because numerous evidence-based strategies for reducing underage drinking rates are beverage-specific, including increasing alcohol excise taxes and increasing restrictions on the distribution and sale of alcoholic beverages. To examine types of alcoholic beverages usually consumed by students in 9th-12th grades, CDC analyzed 2005 Youth Risk Behavior Survey (YRBS) data from the four state surveys that included a question on the type of alcohol consumed (Arkansas, Nebraska, New Mexico, and Wyoming). This report describes the results of that analysis, which indicated that liquor (e.g., bourbon, rum, scotch, vodka, or whiskey) was the most prevalent type of alcoholic beverage usually consumed among students in 9th-12th grades who reported current alcohol use or binge drinking. These findings suggest that considering beverage-specific alcohol consumption by youths is important when developing alcohol-control policies, specifically those related to the price and availability of particular types of alcoholic beverages.
In 2005, Arkansas, Nebraska, New Mexico, and Wyoming conducted a YRBS using a two-stage cluster sample design to produce data representative of each state's public-school students in grades 9-12 (2). Students completed anonymous, self-administered, school-based questionnaires that included questions on health-risk behaviors including alcohol use and specific information on the type of alcoholic beverage usually consumed. The student sample sizes for the four states ranged from 1,615 (Arkansas) to 5,634 (New Mexico). School response rates ranged from 72% (Arkansas and Nebraska) to 94% (Wyoming), and student response rates ranged from 69% (New Mexico) to 93% (Nebraska), resulting in overall survey response rates ranging from 60% to 82%.
Current alcohol use was defined as having had at least one drink of alcohol on at least 1 day during the 30 days before the survey. § Binge drinking ¶ was defined as having had five or more drinks of alcohol in a row on at least 1 day during the 30 days before the survey.** Type of alcohol usually consumed was defined as type of alcohol usually consumed during the 30 days before the survey † † ; the mutually exclusive response options were "I did not drink alcohol during the past 30 days," "liquor, such as vodka, rum, scotch, bourbon, or whiskey," "beer," "malt beverages, such as Smirnoff Ice ® , Bacardi Silver ® , and hard lemonade," "wine coolers, such as Bartles & Jaymes ® or Seagrams ® ," "wine," "some other type," or "I do not have a usual type."
Data were weighted to produce state estimates. Among students who reported current alcohol use or binge drinking during the 30 days before the survey, state-specific prevalence estimates for the type of alcohol usually consumed were calculated overall and by sex, grade, and race/ ethnicity. § § In 2005, the prevalence of current alcohol use among students in 9th-12th grades ranged from 42.3% in New Mexico to 45.4% in Wyoming (Table) . In all four states, liquor was the most prevalent type of alcoholic beverage usually consumed among students who reported current alcohol use, ranging from 34.1% in Nebraska to 44.7% in Arkansas (Figure) . The second most prevalent type of § Determined by response to the question, "During the past 30 days, on how many days did you have at least one drink of alcohol?" ¶ The variable "binge drinking" has been reported as "episodic heavy drinking" in previous reports using YRBS data. ** Determined by response to the question, "During the past 30 days, on how many days did you have 5 or more drinks of alcohol in a row, that is, within a couple of hours?" † † Determined by response to the question, "During the past 30 days, what type of alcohol did you usually drink?" § § Students who indicated that they had not drunk alcohol during the 30 days preceding the survey in response to either the current alcohol use question or the type of alcohol usually consumed question were excluded from the analyses.
* This estimate includes conditions that specifically affect persons aged <21 years (e.g., child maltreatment, fetal alcohol syndrome, and low birthweight) that are the result of alcohol consumption by someone else (e.g., a parent or guardian). † The minimum legal age at which persons can purchase alcohol is 21 years in all 50 U.S. states.
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July 27, 2007 † Determined by response to the question, "During the past 30 days, on how many days did you have at least one drink of alcohol?" Current alcohol use was defined as having had at least one drink of alcohol on at least 1 day during the 30 days before the survey. § Determined by response to the question, "During the past 30 days, what type of alcohol did you usually drink?" The mutually exclusive response options were "I did not drink alcohol during the past 30 days," "liquor, such as vodka, rum, scotch, bourbon, or whiskey," "beer," "malt beverages, such as Smirnoff Ice ® , Bacardi Silver ® , and hard lemonade," "wine coolers, such as Bartles & Jaymes ® or Seagrams ® ," "wine," "some other type," or "I do not have a usual type." ¶ Confidence interval. ** Unweighted student sample size.
alcohol usually consumed was either beer or malt beverages (beer in Nebraska, malt beverages in Arkansas, and beer and malt beverages nearly equally in New Mexico and Wyoming). Wine was the least prevalent type of alcohol usually consumed in all four states, ranging from 1.6% in Arkansas and Wyoming to 3.1% in New Mexico.
In all states but Nebraska, liquor was the most prevalent type of alcohol usually consumed among male students who reported current alcohol use (range: 39.1% in New Mexico to 51.2% in Arkansas), followed by beer (range: 22.4% in Arkansas to 26.2% in New Mexico and Wyoming). Beer was the most prevalent type among male students in Nebraska (39.2%), followed by liquor (36.4%). Among female students, liquor was the most prevalent type in all four states (range: 31.6% in Nebraska to 39.5% in Arkansas), followed by malt beverages in Arkansas, New Mexico, and Wyoming (range: 28.2% in New Mexico to 35.7% in Arkansas) and beer in Nebraska (25.6%).
In all four grades, liquor was the most prevalent type of alcohol usually consumed among students who reported current alcohol use in all four states (range: 30.5% among 9th-grade students in New Mexico to 49.9% among 12th-grade students in Arkansas), except 12th-grade students in Nebraska, among whom beer was the most prevalent type usually consumed (43.2%). Liquor was the most prevalent type of alcohol usually consumed by students in all racial/ethnic groups in all four states, except black students in Arkansas (among whom malt beverages were the most prevalent) and Hispanic students in Nebraska (among whom beer was the most prevalent).
The prevalence of binge drinking among all students ranged from 28.6% of students in New Mexico to 32.0% of students in Wyoming. Based on an analysis of the type of alcohol usually consumed among students in 9th-12th grades who reported binge drinking, liquor was the most prevalent type in all four states (49.1%, Arkansas; 37.2%, Nebraska; 41.0%, New Mexico; and 44.3%, Wyoming). Liquor was the most prevalent type of alcohol usually consumed among both male and female binge drinkers in Arkansas (55.8% and 42.9%, respectively), New Mexico (46.4% and 35.7%, respectively), and Wyoming (46.4% and 41.7%, respectively) and among female binge drinkers in Nebraska (36.6%). Beer was the most prevalent type of alcohol usually consumed among male binge drinkers in Nebraska (41.5%).
Editorial Note: This report provides the first state-specific analysis of types of alcoholic beverages consumed by high school students. In 2005, liquor was the most prevalent type of alcohol usually consumed by students in 9th-12th grades reporting current alcohol use and binge drinking in Arkansas, Nebraska, New Mexico, and Wyoming and also was the most prevalent type in most sex, grade, and racial/ethnic groups. The findings in this report might reflect an emerging trend in type of alcohol did you usually drink?" The mutually exclusive response options were "I did not drink alcohol during the past 30 days," "liquor, such as vodka, rum, scotch, bourbon, or whiskey," "beer," "malt beverages, such as Smirnoff Ice ® , Bacardi Silver ® , and hard lemonade,"
"wine coolers, such as Bartles & Jaymes ® or Seagrams ® ," "wine,"
"some other type," or "I do not have a usual type." § Data were weighted to produce state estimates. Prevalences do not add to 100% because only the three most prevalent types of alcohol consumed by youth are shown. Prevalence estimates for wine ranged from 1.6% (Arkansas and Wyoming) to 3.1% (New Mexico). Prevalence estimates for wine coolers ranged from 2.5% (Nebraska) to 4.2% (Arkansas). Prevalence estimates for other types of alcohol ranged from 2.1% (Arkansas) to 5.9% (New Mexico). Prevalence estimates for youths who reported alcohol consumption but no usual type of alcohol ranged from 8.3% (Arkansas) to 11.9% (New Mexico). ¶ 95% confidence interval. Several factors might play a role in students choosing liquor more than other types of alcoholic beverages. First, high school students have a high prevalence of binge drinking, which can lead to acute intoxication (5); liquor might facilitate this outcome because of the higher ethanol concentration. Second, liquor can be combined with other beverages such as soft drinks, possibly making concealment easier and providing a flavor that is more acceptable to younger drinkers. These same factors also might cause youths to unintentionally drink more alcohol and drink it in a shorter period (6), increasing the risk for alcohol-related effects (e.g., alcohol poisoning).
The findings in this report are subject to at least three limitations. First, the alcohol-consumption patterns of students in 9th-12th grades in the four states studied might not be representative of the drinking patterns of students throughout the United States. However, the prevalence of current alcohol use and binge drinking among students in these states is similar to national estimates (2) . Second, these data are from students who attend public schools and therefore might not be representative of all youths in these grades, including those who attend alternative schools, or persons who do not attend school; students who attend alternative schools might have even higher rates of alcohol use (7) . Finally, all prevalence estimates are based on self-reports and might be subject to recall bias (8) .
Surveillance on beverage-specific consumption among youths can be useful in planning prevention strategies for underage drinking that specifically target specific beverage types. For example, surveillance data could be used to better focus measures to reduce youth exposure to alcohol advertising and retail access to alcoholic beverages and to monitor the effectiveness of these strategies by type of beverage. These data also underscore the need to continue the use of evidence-based strategies to reduce youth drinking. Previous studies have indicated that certain strategies are effective, including improved enforcement of minimum legal purchasing-age laws (e.g., through compliance checks in which minors or youthful-looking adults attempt to purchase alcohol from retail establishments) (9) and increased alcohol excise taxes (10 Table) . A total of 68 (56%) cases for which such data were available occurred in males; median age of patients was 48 years (range: 15 months-96 years). Dates of illness onset ranged from March 25 to July 18; three cases were fatal. Additional information about national WNV activity is available from CDC at http://www.cdc.gov/ncidod/dvbid/ westnile/index.htm and at http://westnilemaps.usgs.gov.
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Epidemic Intelligence Service Application Deadline -September 15, 2007
The Epidemic Intelligence Service (EIS) is a 2-year, postgraduate program of service and on-the-job training for health professionals interested in the practice of epidemiology. Each year, EIS provides approximately 80 persons from around the world opportunities to gain hands-on experience in epidemiology at CDC or state or local health departments. EIS officers, often called CDC's "disease detectives," have gone on to have leadership positions at CDC and other public health agencies. The EIS experience also is useful for health professionals who would like to gain a population-based perspective on public health practice.
Persons with a strong interest in applied epidemiology who meet at least one of the following qualifications may apply to EIS:
• Physicians with >1 year of clinical training • Persons with a doctoral degree in epidemiology, biostatistics, the social or behavioral sciences, natural sciences, or the nutrition sciences • Dentists, physician assistants, and nurses with a master of public health (MPH) or equivalent degree • Veterinarians with an MPH or equivalent degree or relevant public health experience Applications are being accepted for the July 2008-June 2010 EIS program. Deadline for submitting application materials is September 15, 2007. Application information and EIS program details are available at http://www.cdc.gov/ eis, by telephone (404-498-6110), or via e-mail (eisepo@cdc.gov).
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Public Health Informatics Fellowship Application DeadlineDecember 14, 2007
CDC offers a 2-year postgraduate fellowship in public health informatics, the systematic application of information technology to public health practice, research, and learning. Fellows receive training in both informatics and public health, are assigned to teams involved in research and development of CDC information systems, and are given the opportunity to lead one or more major projects during their fellowships. In 2006, women were more likely than men to report having some form of arthritis or a related condition. The prevalence was higher for non-Hispanic white men (19.7%) than non-Hispanic black men (16.4%) and Hispanic men (11.0%). Non-Hispanic black women (25.2%) and non-Hispanic white women (24.2%) had comparable prevalence, but both groups of women were more likely to report having some form of arthritis or a related condition than Hispanic women (18.3%). † Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/5yearweeklyaverage.pdf. § Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenzaassociated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. ¶ Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, VectorBorne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table II. ** Data for H. influenzae (all ages, all serotypes) are available in Table II . † † Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV , which appears quarterly. § § Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. A total of 66 cases were reported for the 2006-07 flu season. ¶ ¶ No measles cases were reported for the current week. *** Data for meningococcal disease (all serogroups) are available in Table II . † † † No rubella cases were reported for the current week. § § § Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases. 2  11  27  265  266  11  20  56  542  666  8  8  25  185  216  Delaware  -0  1  3  10  -0  3  8  28  -0  2  5  6  District of Columbia  -0  5  14  2  -0  2  1  4  -0  5  1  8  Florida  2  3  13  77  95  9  7  14  203  230  5  2  9  77  80  Georgia  -1  4  37  30  -3  10  57  113  -1  3  14  15  Maryland§   -1  6  43  33  -2  7  53  90  1  1  8  34  50  North Carolina  -0  11  29  52  -0  16  75  90  2  0  4 6  12  92  365  689  3  10  106  267  281  -2  11  61  50  Alaska  -0  1  2  1  -0  3  4  2  -0  1  --California  6  10  40  323  656  1  7  31  196  229  -1  11  47  50  Hawaii  -0  1  3  8  -0  1  -5  -0  1  1  -Oregon§   -1  3  16  24  1  1  5  39  45  -0  1  3  -Washington  -0  52  21  -1  0  74  28  --0  2 10 - -0  0  ---0  2  -1  1  0  2  8  7  Louisiana  -0  1  2  --0  2  13  3  -0  4  15  28  Oklahoma  -0  0  --1  0  3  5  3  -0  4  14  8  Texas§   -1  5  2 8  1 0  -1  2 5  2 9  4 0  -0  1 1  2 4  2 5   Mountain  -1  3  12  10  -1  6  31  35  1  1  5  48  42  Arizona  -0  1  -4  -0  3  5  12  -0  3  13  11  Colorado  -0  1  1  --0  2  11  11  1  0  2  16  14  Idaho§   -0  2 4  2  16  72  35  4  3  45  75  113  2  4  48  146  170  Alaska  -0  1  2  1  -0  4  2  16  -0  1  1  2  California  4  2  10  69  32  3  2  6  49  85  -2  10  105  134  Hawaii  N  0  0  N  N  -0  1  2  5  -0  1  2  5  Oregon§   -0  1  1  2  -0  3  12  7  1  0  3  23  29  Washington  -0  8  --1  0  43  10  -1  0  43 15 - 19  20  226  497  414  2  6  35  62  499  2  1  168  56  31  Arkansas†   3  2  17  97  41  2  0  5  17  20  -0  53  14  21  Louisiana  -0  2  8  18  -0  1  -2  -0  1  --Oklahoma  1  0  36  3  16  -0  22  45  44  2  0  108  34  5  Texas†   15  17  174  389  339  -0  34  -433  -0  7  8  5   Mountain  8  27  61  631  1,699  7  3  28  78  89  1  0  4  17  19  Arizona  -6  17  159  358  7  2  10  57  69  -0  2  -7  Colorado  8  6  17  174  542  -0  0  ---0  1 6  17  547  280  876  3  4  13  116  116  -0  1  2  2  Alaska  2  1  8  26  42  -0  6  34  14  N  0  0  N  N  California  -13  225  99  684  2  3  12  77  97  -0  0  --Hawaii  -0  3 -0  2  6  5  California  53  89  260  1,925  2,061  4  1  15  100  N  10  23  84  428  640  Hawaii  -5  16  129  120  -0  3  8  6  -1  3  16  25  Oregon§   -7  17  168  220  -1  9  23  34  -1  6  36  75  Washington  24  1  625  321  2  -0  162  38  -1  0  170 
SOURCE:
1 0 7 1 8 Rubella, congenital syndrome - - - 1 1 - 1 1 SARS-CoV §, § § § - - - - - - 8 N Smallpox § - - - - - - - - Streptococcal- - - 1 3 1 N N Vibriosis (noncholera Vibrio species infections) § 4 9 8 4 N N N N N M D ( 2 ) , F L ( 2 ) Yellow fever - - - - - - - 1N 0 0 N N - 0 0 - - American Samoa U 0 32 U U U 0 0 U U U 0 0 U U C.N.M.I. U - - U U U - - U U U - - U U GuamAmerican Samoa U 0 0 U U U 0 4 U U U 0 0 U U C.N.M.I. U - - U U U - - U U U - - U U Guam - 0 0 - - - 1 6 - 55 - 0 0 - 1- 0 3 - - - 0 1 - - - 0 1 - - South Dakota - 0 1 4 8 - 0 1 2 2 - 0 1 2 4
S. Atlantic
- 0 1 2 2 - 0 1 - - - 0 1 3 - PacificAmerican Samoa U 0 0 U U U 0 0 U U U 0 0 U U C.N.M.I. U - - U U U - - U U U - - U U Guam - 0 0 - - - 0 0 - - - 0 0 - - Puerto4 - - 0 1 - - - 0 1 3 1 Montana § - 0 1 1 - - 0 1 3 1 - 0 1 1 3 Nevada § - 0 2 5 1 - 0 1 2 1 - 0 1 3 4 New Mexico § - 0 1 - 3 - 0 1 1 3 - 0 1 2 2 Utah - 0 1 1 1 - 0 3 9 7 - 0 2 8 5 Wyoming § - 0 1 - 1 - 0 0 - - - 0 2 2 2
Pacific
American Samoa U 0 0 U U U 0 0 U U U 0 0 - - C.N.M.I. U - - U U U - - U U U - - - - Guam - 0 0 - - - 0 0 - - - 0 0 - - Puerto Rico N 0 0 N N - 0 1 1 - - 0 1 6 4 U.S. Virgin Islands U 0 0 U U U 0 0 U U U 0 0 - -1
